Introduction.?The subject of neuro-syphilis is of great importance to the clinician, since it is the commonest organic disease of the nervous system. Brain (1940) On purely clinical grounds a distinction has long been made between two groups of tertiary neuro-syphilis; one which has been called interstitial, meningo-vascular, or cerebrospinal syphilis, and the other, which includes tabes and general paralysis, is commonly known as parenchymatous syphilis, para-syphilis or metasyphilis. In the former, namely, meningovascular syphilis, the symptoms usually appear within three to four years of infection; the lesions tend to be focal and usually respond fairly well to treatment; whereas in tabes and general paralysis, the incubation period is much more prolonged, there are diffuse or systematized pathological changes, and response to treatment is poor.
The names which have been applied to the two varieties of neuro-syphilis may be unsatisfactory, since we are ignorant of the correct basis of this clinical distinction. Neither the involvement of the meninges and blood vessels nor a cerebrospinal distribution is exclusively peculiar to the more benign form; nor is the destruction of the parenchyma of the nervous system limited to tabes and general paralysis. Mcintosh and Fildes (1914-15) have cogently put forward the view that in meningo-vascular syphilis, the essential lesion is in the blood vessels and the meninges, and that the parenchyma is only involved secondarily; whereas in tabes and general paralysis, the nervous parenchyma is itself invaded and there is a mesoblastic reaction. This hypothesis justifies the use of the term meningo-vascular syphilis as a convenient term for the more benign form of neurosyphilis, and of the term parenchymatous neuro-syphilis for tabes and-general paralysis.
The distinction-between the two forms of neuro-syphilis is also justified -from the ? variability "of "their '?ihcide^ee;:m-'^ff^nt.^^MW::^ India, for example, '^Kile*" memB^o'^asMlaf [Jan., 1944 syphilis is very common, parenchymatous neurosyphilis is rare indeed. I have seen only three cases of tabes dorsalis during the past six years. As for G.P.I., I funny' a day before the final onset of weakness. On examination, the extensors of the knee were weak on the right side and there was also weakness of dorsiflexion of the ankle and toes. The knee jerk was diminished on the right side, but the ankle jerk was exaggerated. Babinski's sign was present on the right side. There were no sensory changes on the right side. On the left side, the power of the limb was good, the jerks were normal and the plantar reflex was flexor; but the sensations to pin prick and heat and cold were diminished on the left leg over its anterior aspect. The senses of position and vibration were intact. In brief, the clinical picture was like a partial Brown-Sequard. The W.R. was positive in the blood but negative in the C.S.F. This is probably a rare case of thrombosis of the lateral or sulco-marginal branch of the anterior spinal arteiy at about the level of the third or fourth lumbar segment. He improved quite well under antisyphilitic treatment and all signs disappeared, save a little not easily detectable weakness of the right knee. There was, however, a definite diminution of the right knee jerk as compared with the left side. This was the only residual sign. Probably the anterior horn cells of the third or fourth lumbar segment which supply the quadriceps femoris have been permanently damaged. 
